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Objective: To develop a simple, valid, repeatable, and
readily understandable patient-oriented assessment mea-
sure for monitoring disease activity in children and adults
with atopic eczema.

Design: Qualitative semistructured patient interviews
identified a list of symptoms of atopic eczema. These
symptoms were quantitatively analyzed in a larger pa-
tient population to identify which symptoms were im-
portant to patients and amenable to monitoring as part
of a scoring system.

Setting: The outpatient Department of Dermatology at
the Queen’s Medical Centre, University Hospital, Not-
tingham, England, and 5 local general practices.

Patients: Four hundred thirty-five patients with atopic
eczema.

Results: Seven symptoms were incorporated into the
final patient-oriented eczema measure using a simple

5-point scale of frequency of occurrence during the pre-
vious week, with a maximum total score of 28. Validity
testing against the Dermatology Life Quality Index, Chil-
dren’s Dermatology Life Quality Index, and patients’
global severity assessments showed good correlation
(r=0.78, r=0.73, and r=0.81, respectively; P�.001).
Internal consistency was high (Cronbach �=0.88), and
test-retest reliability was good, with 95% of scores falling
within 2.6 points on repeat testing (mean score differ-
ence, 0.04; SD, 1.32). Individual variables in the mea-
sure demonstrated sensitivity to change during a 4-week
in-clinic period and an 18-week randomized controlled
clinical trial.

Conclusion: The patient-oriented eczema measure is
a practical self-assessed measurement tool for monitor-
ing aspects of atopic eczema that are important to
patients in routine clinical practice or in the clinical
trial setting.
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A TOPIC ECZEMA CURRENTLY

affects around 5% to 20%
of children worldwide.1

The increasing preva-
lence of the disease has had

a profound impact on hospital and com-
munity health care services, with signifi-
cant amounts of resources being directed
into research to improve our understand-
ing of disease mechanisms, resulting in the
recent development of new treatments
such as topical tacrolimus and pimecro-
limus. Valid and clinically meaningful out-
come measures play a central role in both
the interpretation of clinical trial results
and the ongoing assessment of health care
intervention and are essential to ensure
that such research can be translated into
maximum patient benefit.

Outcome methodology for atopic ec-
zema has been a relatively neglected and
unstandardized area of research, with a bias
toward objective measurements deemed to

be important by physicians rather than pa-
tient-centered assessments.2-4 More than
56 different objective scoring systems re-
cording different combinations of physi-
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cal signs were recently identified in published random-
ized controlled trials (RCTs) of atopic eczema between
1994 and 2001 alone, with many of the measures hav-
ing no data on validity or reliability.4 Even validated ob-
jective measures such as the Scoring Atopic Dermatitis
(SCORAD) Index,5 Eczema Area and Severity Index,6 and
Six Area, Six Sign Atopic Dermatitis Index7 all measure
different physical variables and combine them with vari-
able weighting. Interpreting what a change in a score of
12 of 103 actually means in terms of patient morbidity
can be extremely difficult. Furthermore, these scoring sys-
tems are primarily designed for clinical trial work and
are generally too time-consuming for routine use in the
outpatient clinic or for monitoring patient responses in
general practice.

Recent years have witnessed a growing recognition of
the importance of measuring disease severity and the im-
pact of health care from the patient’s perspective.8,9 Patient-
based outcome measures addressing aspects such as pa-
tient symptoms, functional ability, satisfaction with care,
and quality of life are increasingly being used as primary
or secondary end points in clinical trials to supplement
more traditional clinical or laboratory measures of dis-
ease status. These measures potentially provide a more ho-
listic and relevant evaluation of the impact of health care
intervention. Compared with other chronic diseases such
as asthma10,11 and rheumatoid arthritis,12 where patient-
oriented symptom measurements have been successfully
developed and incorporated into clinical practice, patient-
based assessments in atopic eczema remain underused or
neglected. In our recent review of atopic eczema RCTs (93
trials), patient symptoms were assessed using a wide range
of scales with no standardized scoring system identified
and were restricted to an assessment of itch alone or itch
and sleep disturbance in more than three quarters of the
trials.4 Furthermore, quality of life was assessed in only 3
(3%) of these RCTs, despite the availability of validated
dermatology-specific measures.2,13,14

We performed this study to investigate which atopic
eczema symptoms are important to patients, to develop
a simple patient-oriented eczema measure (POEM) for
research purposes, and to assist health care profession-
als such as general practitioners, dermatologists, pedia-
tricians, and specialist nurses caring for patients in rou-
tine clinical practice.

METHODS

Patients were recruited from primary and secondary care set-
tings using 5 local general practices and the outpatient Depart-
ment of Dermatology at the University Hospital in Notting-
ham, England. All patients satisfied the UK Working Party’s
refinement of the diagnostic criteria for atopic eczema of Hani-
fin and Rajka.15 Primary care patients were recruited by writ-
ing to all patients listed by the general practice with a diagno-
sis of atopic eczema and arranging local interviews at the practice
at a convenient time for patients. Secondary care patients were
recruited consecutively from the dermatology outpatient clinic.
All primary care patients were being treated with topical therapy
only (eg, emollients and topical corticosteroids), whereas 12%
of the secondary care patients were receiving additional sys-
temic therapy with cyclosporine, azathioprine, or oral cortico-

steroids. Ethical permission for the study was obtained from
the Local Ethics Committee before commencement of the study.

DERIVATION OF A PRELIMINARY LIST
OF SYMPTOMS

Thirty-five patients were recruited from primary and second-
ary care settings for qualitative semistructured interviews by a
single interviewer (C.R.C.). Patients were asked open-ended
questions about the aspects of their disease that affected them,
including “What bothers you about your eczema?” and “What
troubles you most about your eczema?” All interviews were au-
diotaped for transcribing, and all symptoms identified by pa-
tients were recorded. For young children, information was ob-
tained from the child and parents, depending on the child’s age
and understanding.

UNDERSTANDING THE IMPORTANCE OF THESE
SYMPTOMS IN A LARGER POPULATION

Identified symptoms were incorporated into a questionnaire that
was administered to 200 patients with atopic eczema at inter-
view (examples and the format of these questions are available
from the authors on request). The aims of this questionnaire were
(1) to establish the frequency of each symptom (using a 5-point
scale), because measuring symptoms that occurred very rarely
or every day in most of the patients would provide poor dis-
crimination between individuals in the final outcome measure;
(2) to investigate whether some symptoms were more impor-
tant than others to patients (using a 5-point scale); and (3) to
assess the clarity of the questions and identify symptoms that
were difficult to understand or assess as part of a questionnaire.

To measure how important each symptom was to patients,
we used the phrase “How much bother does the eczema cause?”
The term bother has been used successfully in the develop-
ment of a symptom-based outcome measure for asthma11 and
was easily understood by all patients when piloted before the
study. An alternative phrase such as “How much trouble does
the eczema cause?” may have provided similar information, but
such terms have not, to our knowledge, been used previously
in published outcome-measure studies. A 1-month recall pe-
riod was used to capture relatively infrequent but important
symptoms. Patients were given the opportunity to add other
symptoms that they felt were important.

We performed statistical analysis using SPSS for Windows
software version 11.0 (SPSS Inc, Chicago, Ill). We computed
and tabulated the percentage of respondents falling into each
frequency and morbidity category for each symptom. We used
the Spearman rank correlation coefficient to assess the asso-
ciation between frequency and morbidity for each symptom.

DEVELOPMENT OF THE POEM

Those symptoms confirmed to be important and comprehen-
sible in the above sample were then incorporated into a POEM
allowing patients to record how frequently they experienced
each symptom on a 5-point scale. Although a 1-month recall
period had been used to obtain preliminary information on the
frequency of symptoms, a 1-week recall period was consid-
ered more appropriate for the final outcome measure, to moni-
tor short-term changes in clinical trials and daily practice.

TESTING THE NEW ECZEMA MEASURE

The POEM was given to an additional 200 patients recruited
from the outpatient clinic. Patients and parents were also asked
to complete a validated dermatology-specific quality-of-life mea-
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sure, the Dermatology Life Quality Index13 for patients older
than 16 years or the Children’s Dermatology Life Quality In-
dex14 for patients aged 4 to 16 years. In addition, all patients
were asked to assess how much overall bother their eczema had
caused them during the 1-week period on a scale of 0 to 10 and
to rate the global severity of their eczema on a 5-point scale
(clear, mild, moderate, severe, or very severe). The frequency
distribution of scores was computed and tabulated.

We used the Cronbach � to assess internal consistency and
the Spearman rank correlation coefficient to assess the corre-
lation between the new patient-oriented measure, quality of life,
and global disease severity assessments. Repeatability was tested
by asking 50 additional patients from the outpatient clinic to
complete the new patient-oriented measure twice, 24 to 48 hours
apart. To minimize recall bias, patients were not informed that
they would need to repeat the questionnaire. Test-retest re-
peatability was analyzed using the method suggested by Bland
and Altman.16 Sensitivity to change was assessed in 40 new der-
matology outpatients who completed the scoring system in the
clinic and were telephoned at 1 and 4 weeks to complete an-
other questionnaire. During development of the POEM, sen-
sitivity of 6 of the variables was also assessed in an RCT of topi-
cal corticosteroid use in 207 children (aged 1-15 years) with
atopic eczema.17

RESULTS

DERIVATION OF A PRELIMINARY LIST
OF SYMPTOMS

Of the 35 patients interviewed, 24 were recruited from
secondary care and 11 from primary care settings, with
eczema severities ranging from mild to very severe (global
assessment by a dermatologist [C.R.C.]). Patient ages
ranged from 1 to 58 years (median age, 17 years); 17 (49%)
were male. Ethnicity included 31 white patients (89%)
and 4 (11%) of Asian or Afro-Caribbean origin from a
range of socioeconomic backgrounds. During the inter-
view, the following 10 symptoms were identified by pa-
tients:

Itching
Soreness or pain
Sleep disturbance
Redness of the skin
Bleeding
Weeping/oozing of the skin
Dryness/roughness of the skin
Flaking of the skin
Cracking of the skin
Tightness of the skin

UNDERSTANDING THE IMPORTANCE OF THESE
SYMPTOMS IN A LARGER POPULATION

The questionnaire was completed by 110 patients from
secondary care and 90 patients from primary care (age
range, 1-58 years; median age, 10 years). This repre-
sented a recruitment rate of 98% from the dermatology
outpatient clinic and 36% from the primary care setting.
The low recruitment rate from the primary care setting
predominantly resulted from failure to respond to the ini-
tial contact letter (68%), although other reasons in-
cluded resolution of the eczema, failure to fulfill the di-

agnostic criteria for atopic eczema, lack of a mutually
convenient time for interview, and failure to attend an
arranged interview. No additional symptoms were iden-
tified by patients in this part of the study.

How Common Are the Symptoms?

The frequency of symptoms during the 1-month period
is shown in Table 1. Dryness, redness, itching, and sore-
ness were the most commonly occurring symptoms in
responding patients from the hospital and community
settings. No symptoms were predominantly endorsed in
1 response category only, and therefore each could po-
tentially provide useful information in the final out-
come measure.

How Important Are the Symptoms to Patients?

The morbidity (bother) caused by each symptom was
strongly related to how frequently patients experienced
the symptom. For example, sleep disturbance did not
bother patients whose nights were only occasionally dis-
turbed as much as those whose sleep was disturbed regu-
larly. This was demonstrated by a strong significant cor-
relation between frequency and symptom morbidity, with
highest correlation for weeping (r=0.88; P�.001), sleep
disturbance (r=0.70; P�.001), bleeding (r=0.70; P�.001),
flaking (r=0.70; P�.001), and itching (r=0.60; P�.001)
and lowest for dryness (r=0.51; P�.001), cracking (r=0.51;
P�.001), and redness (r=0.45; P�.001). Therefore the
amount of bother caused by each symptom was assessed
only in patients experiencing the symptom on most days
or every day of the month (Table 2). Analyzing hospital
and community patients separately confirmed that all symp-
toms were important to the patients, with more than 65%
of the patients who experienced each symptom regularly
complaining of moderate bother or more.

DEVELOPMENT OF THE POEM

Although 200 patients completed a questionnaire at the
interview, questions concerning tightness and redness were
completed in fewer than 75% of cases because of difficul-
ties understanding or assessing these symptoms. Redness
was found to be particularly difficult to assess for pa-
tients with Afro-Caribbean or Asian skin type. These 2
symptoms were therefore excluded from the final out-
come measure. Assessment of soreness in young children
was also difficult, and parents of 35 children (all aged �4
years) felt unable to assess this symptom accurately on their
child’s behalf. Retention of soreness in the outcome mea-
sure would have necessitated a separate scoring system ex-
cluding soreness for children younger than 4 years. As we
believed that this would reduce the measure’s simplicity
and acceptability, this symptom was also excluded. Ques-
tions concerning the remaining symptoms were com-
pleted by all patients. The retained 7 symptoms were in-
corporated into a simple POEM that allowed patients to
record how frequently they experienced each symptom dur-
ing a 1-week period, with a maximum score of 28
(Figure 1). Weighting of individual symptoms was not
used to keep the measure simple and practical.
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TESTING THE NEW MEASURE

Internal Consistency

An additional 200 patients (aged 12 months to 69 years;
median age, 9 years) completed the POEM. Scores for the

7 symptoms are shown in Table 3, with dryness and
itching being the most common symptoms and bleed-
ing and weeping the most infrequent. The scores showed
high homogeneity or internal consistency (Cronbach
�=0.88), confirming that they were measuring aspects
of the same disease. A Cronbach � of 0.7 to 0.9 is thought

Table 1. Symptom Frequency Listed by Patients Ever Experiencing the Symptom

Symptom
No. of Patients

Answering Question

Frequency of Symptoms per Month, No. (%) of Patients*

Never 1 or a Few Days Several Days Most Days Every Day

Hospital and Community Patients (n = 200)
Redness 149 1 (0.7) 20 (13.4) 58 (38.9) 51 (34.2) 19 (12.8)
Dryness 200 6 (3.0) 21 (10.5) 47 (23.5) 63 (31.5) 63 (31.5)
Itching 200 8 (4.0) 32 (16.0) 40 (20.0) 51 (25.5) 69 (34.5)
Soreness 165 13 (7.9) 48 (29.1) 60 (36.4) 33 (20.0) 11 (6.7)
Flaking 200 43 (21.5) 44 (22.0) 48 (24.0) 34 (17.0) 31 (15.5)
Sleep loss 200 46 (23.0) 55 (27.5) 30 (15.0) 45 (22.5) 24 (12.0)
Cracking 200 50 (25.0) 47 (23.5) 60 (30.0) 30 (15.0) 13 (6.5)
Bleeding 200 52 (26.0) 68 (34.0) 47 (23.5) 24 (12.0) 9 (4.5)
Tightness 101 43 (42.6) 20 (19.8) 21 (20.8) 13 (12.9) 4 (4.0)
Weeping 200 90 (45.0) 46 (23.0) 41 (20.5) 20 (10.0) 3 (1.5)

Hospital Patients (n = 110)
Redness 82 0 9 (11.0) 24 (29.3) 35 (42.7) 14 (17.1)
Dryness 110 4 (3.6) 5 (4.5) 25 (22.7) 36 (32.7) 40 (36.4)
Itching 110 3 (2.7) 9 (8.2) 13 (11.8) 30 (27.3) 55 (50.0)
Soreness 90 2 (2.2) 23 (25.6) 34 (37.8) 22 (24.4) 9 (10.0)
Flaking 110 19 (17.3) 16 (14.5) 27 (24.5) 26 (23.6) 22 (20.0)
Sleep loss 110 14 (12.7) 26 (23.6) 17 (15.5) 33 (30.0) 20 (18.2)
Cracking 110 19 (17.3) 26 (23.6) 30 (27.3) 23 (20.9) 12 (10.9)
Bleeding 110 14 (10.9) 40 (36.4) 32 (29.1) 17 (15.5) 9 (8.2)
Tightness 25 12 (48.0) 2 (8.0) 5 (20.0) 6 (24.0) 0
Weeping 110 38 (34.5) 22 (20.0) 30 (27.3) 17 (15.5) 3 (2.7)

Community Patients (n = 90)
Redness 67 1 (1.5) 11 (16.4) 34 (50.7) 16 (23.9) 5 (7.5)
Dryness 90 2 (2.2) 16 (17.8) 22 (24.4) 27 (30.0) 23 (25.6)
Itching 90 5 (5.6) 23 (25.6) 27 (30.0) 21 (23.3) 14 (15.6)
Soreness 75 11 (14.7) 25 (33.3) 26 (34.7) 11 (14.7) 2 (2.7)
Flaking 90 24 (26.7) 28 (31.1) 21 (23.3) 8 (8.9) 9 (10.0)
Sleep loss 90 32 (35.6) 29 (32.2) 13 (14.4) 12 (13.3) 4 (4.4)
Cracking 90 31 (34.4) 21 (23.3) 30 (33.3) 7 (7.8) 1 (1.1)
Bleeding 90 40 (44.4) 28 (31.1) 15 (16.7) 7 (7.8) 0
Tightness 76 31 (40.8) 18 (23.7) 16 (21.1) 7 (9.2) 4 (5.3)
Weeping 90 52 (57.8) 24 (26.7) 11 (12.2) 3 (3.3) 0

*Because of rounding, percentages may not all total 100.

Table 2. Symptom Morbidity in Patients Experiencing the Symptom Regularly

Symptom

No. of Patients
Experiencing Symptom on
Most Days or Every Day

Degree of Bother Each Symptom Causes, No. (%) of Patients*

None Not Much Moderate Much Very Much

Soreness 44 0 0 7 (15.9) 25 (56.8) 12 (27.3)
Sleep loss 69 0 3 (4.3) 17 (24.6) 31 (44.9) 18 (26.1)
Weeping 23 1 (4.3) 0 4 (17.4) 15 (65.2) 3 (13.0)
Bleeding 33 0 2 (6.1) 11 (33.3) 14 (42.4) 6 (18.2)
Itching 120 1 (0.8) 7 (5.8) 43 (35.8) 34 (28.3) 35 (29.2)
Cracking 43 0 5 (11.6) 12 (27.9) 14 (32.6) 12 (27.9)
Flaking 65 1 (1.5) 10 (15.4) 16 (24.6) 23 (35.4) 15 (23.1)
Dryness 126 5 (4.0) 17 (13.5) 47 (37.3) 37 (29.4) 20 (15.9)
Tightness 17 0 3 (17.6) 37 (29.4) 8 (47.1) 1 (5.9)
Redness 70 4 (5.7) 10 (14.3) 26 (37.1) 19 (27.1) 11 (15.7)

*Answered by patients from the hospital and community settings (n=200). Patients were asked, “How much bother does each symptom cause?”
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to be ideal, with higher scores suggesting that items
correlate so well that some are redundant and lower
scores suggesting that items are not measuring the same
trait.18

Validity

Content validity of the new scoring system was demon-
strated by the fact that the measured domains were de-
rived from patients themselves, with no further symp-
toms identified among the 200 patients questioned.
Construct validity measures agreement with other re-
lated variables, in this case patient assessments of disease-
related quality of life. Correlation showed reasonably good
agreement between the new measure and the Dermatol-
ogy Life Quality Index (n=82; r=0.78; P�.001) and Chil-
dren’s Dermatology Life Quality Index (n=68; r=0.73;
P�.001). Criterion validity ideally involves correlation
against a gold standard measure. As there is no accepted

gold standard patient-based measure of eczema sever-
ity, criterion validity was measured against patient global
assessments of disease severity (5-point scale) and over-
all bother related to the eczema (10-point scale) during
the 1-week period and demonstrated high correlation with
both assessments (n=200; r=0.81 and r=0.84, respec-
tively; P�.001).

Test-Retest Reliability

Fifty patients (age range, 12 months to 62 years; median
age, 8.5 years) completed the new measure twice. The
Bland and Altman plot is shown in Figure 2. The mean
of the differences between scores was 0.04 (SD=1.32).
Total scores were the same before and after in 33 (66%)
of the 50 patients, with identical individual symptom
scores in 29 (58%). Overall, 46 patients’ scores (92%) fell
within 2 points and 49 (98%) within 3 points on repeat
testing, confirming acceptable repeatability.

Sensitivity to Change

The new measure was completed by 40 new outpatients
(age range, 1-36 years; median age, 4 years) at 0, 1, and
4 weeks, as shown in Figure 3. All 7 symptoms showed
a mean decrease during the 4-week period, although dry-
ness was slower to improve than other variables such as
itch. All variables tested during the 18-week topical cor-

Patient-Oriented Eczema Measure

Please circle one response for each of the seven questions below. Young children 
should complete the questionnaire with the help of their parents. Please leave 
blank any questions you feel unable to answer.

Over the last week, on how many days has your/your child's skin been itchy 
because of the eczema?

1.

Over the last week, on how many nights has your/your child's sleep been 
disturbed because of the eczema?

2.

Over the last week, on how many days has your/your child's skin been 
bleeding because of the eczema?

3.

Over the last week, on how many days has your/your child's skin been 
weeping or oozing clear fluid because of the eczema?

4.

Over the last week, on how many days has your/your child's skin been 
cracked because of the eczema?

5.

Over the last week, on how many days has your/your child's skin been flaking 
off because of the eczema?

6.

Over the last week, on how many days has your/your child's skin felt dry or 
rough because of the eczema?

7.

Total Score (maximum 28)

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

Figure 1. The patient-oriented eczema measure. Responses are scored as
follows: 0, no days; 1, 1 to 2 days; 2, 3 to 4 days; 3, 5 to 6 days; and 4, every
day.

Table 3. Symptom Frequency Listed by 200 Outpatients at a Hospital Dermatology Clinic

Symptom

Frequency of Symptom per Week, % of Patients

No Days 1-2 Days 3-4 Days 5-6 Days Every Day

Dryness 6.0 17.0 14.0 3.5 59.5
Itching 8.0 14.0 13.5 8.5 56.0
Flaking 33.0 9.5 11.5 3.0 43.0
Cracking 37.5 18.0 12.0 4.0 28.5
Sleep loss 40.5 19.0 16.5 7.0 17.0
Bleeding 46.5 19.0 8.0 9.5 17.0
Weeping 60.0 17.0 9.0 4.5 9.5
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Figure 2. Test-retest data. The solid line indicates the mean difference in
scores on the patient-oriented eczema measure (POEM). The markers
illustrate where 2 or more patient scores overlap.

(REPRINTED) ARCH DERMATOL/ VOL 140, DEC 2004 WWW.ARCHDERMATOL.COM
1517

©2004 American Medical Association. All rights reserved.
 at Louisana State Univ, on April 25, 2011 www.archdermatol.comDownloaded from 

http://www.archdermatol.com


ticosteroid RCT showed an improvement (Figure 4),
with itching and dryness falling by more than a third.
Scores for other variables also decreased but were gen-
erally low at baseline, reflecting the mild-to-moderate dis-
ease spectrum of patients in the trial.

COMMENT

The POEM is a simple, valid, easily interpreted, and re-
producible tool for assessing atopic eczema and moni-

toring aspects of the disease that are important to pa-
tients. The measure captures the fluctuating and chronic
nature of atopic eczema and provides a more compre-
hensive assessment of patient symptoms than that ob-
tained by measuring itch and/or sleep disturbance alone,
the 2 most commonly measured symptoms of the dis-
ease.2,4 The total score (maximum, 28) has been shown
to accurately reflect eczema-related morbidity, whereas
analysis of individual variables can provide useful infor-
mation on whether acute (eg, weeping, bleeding) or
chronic (eg, itching, dryness) changes are predominant
and can help target therapy accordingly.

The POEM is based on patients’ views of what con-
stitutes disease severity rather than what physicians pre-
sume to be important to patients. One could argue that
designing a scale containing a number of different vari-
ables is a roundabout way of assessing disease severity.
Why not just ask patients for a global assessment of their
disease severity? Direct global assessments (eg, mild, mod-
erate, and severe or visual analog scales) can provide a
useful overview of disease severity, but a single ques-
tion may be more subject to individual external influ-
ences than a scale containing a number of items that re-
quire the patients to think about their disease in more
detail. Global scales can also lack the sensitivity to de-
tect small but clinically important changes in severity,
and they do not provide information on how individual
aspects of the disease change with treatment. By mea-
suring symptom frequency rather than overall severity,
the POEM can provide useful information about the pat-
tern of relapses and remissions, the periodicity of which
is more rapid than in other inflammatory skin diseases
such as psoriasis and can be difficult to capture by in-
termittent clinical examination. Patient diaries for daily
recording of symptoms could be used to further supple-
ment the POEM, but were not used in the development
of the outcome measure.

The POEM can be completed by most patients in 1 to
2 minutes and has proved a useful tool for routine clini-
cal practice in our dermatology department, being quick
for patients to complete in the waiting room before con-
sultation or for monitoring at home on a regular basis to
provide a clearer picture of long-term disease activity. In
the clinical trial setting, the POEM has proved to be prac-
tical to administer, and it is hoped that it will provide a
standardized patient-based symptom score for use as a
primary outcome measure or to supplement objective
scoring systems and dermatology quality-of-life mea-
surements. As the POEM does not involve clinical ex-
amination by a dermatologist, it could have significant
advantages in long-term trials where information about
the variation of individual disease variables is required
for several months. The new measure has been specifi-
cally developed using patients from both primary and sec-
ondary care to ensure that it is applicable to use in com-
munity and hospital settings. In the community, the
POEM could potentially be used to audit and monitor
patient care by primary care physicians or specialist nurses
or to supplement referral guidelines. As clinical exami-
nation is not required, the new measure provides a po-
tentially useful tool for epidemiological studies, to guide
allocation of health care service resources and improve
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our understanding of the environmental factors contrib-
uting to disease development.

One of the limitations of this study is the relatively
low variable scores of patients recruited for sensitivity
testing in the RCT of topical corticosteroid use.17 In this
trial, 84% of patients were recruited from a primary care
setting, with overall objective clinical scores showing a
mild disease spectrum (Six Area, Six Sign Atopic Der-
matitis Index at baseline, 9.6/108; at week 18, 6.2/108).
Although bleeding was not assessed during this trial, this
variable showed sensitivity to change in the outpatient
clinic setting. The recruitment rate from general prac-
tice was low, although it is anticipated that patients fail-
ing to reply were more likely to have had mild or cleared
disease, and that such an exclusion would not have sig-
nificantly altered our results.

CONCLUSIONS

The POEM is a useful new tool for monitoring the care of
patients with atopic eczema. Further studies are needed
to confirm its usefulness in the clinical trial setting, par-
ticularly in patients with moderate-to-severe disease, and
extension of the POEM’s use across different cultural back-
grounds will require ongoing validation. Objective scor-
ing systems such as the SCORAD Index and Eczema Area
and Severity Index continue to have an important role in
monitoring disease pathology, but focus on the disease pro-
cess rather than the illness experienced by the patient and
exclude symptoms (Eczema Area and Severity Index and
Six Area, Six Sign Atopic Dermatitis Index) or combine
sign and symptom scores (SCORAD), making interpreta-
tion from the patients’ perspective difficult. Inclusion of
a patient-based symptom measure provides a more holis-
tic evaluation, and it is hoped that incorporation of the
POEM into clinical practice will enable patients to be more
actively involved in their disease management and signifi-
cantly improve our interpretation of patient benefit from
health care intervention.
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Correction

Omission of Editor’s Note. An Editor’s Note should have been
included in the Evidence-Based Dermatology Study by Char-
man et al titled “The Patient-Oriented Eczema Measure: De-
velopment and Initial Validation of a New Tool for Measur-
ing Atopic Eczema Severity From the Patients’ Perspective,”
published in the December issue of the ARCHIVES (2004;140:
1513-1519). That Editor’s Note is printed here. The journal
regrets the error.

Leaving its indelible imprints
those fine tattoos of living

known as poems
Lawrence Ferlinghetti1(p62)

Charman and colleagues provide dermatologists with a new,
much-needed tool to measure how much atopic dermatitis physi-
cally affects patients. The data presented show that this instru-
ment has good psychometric properties (ie, it measures what
it is supposed to measure), that it demonstrates these proper-
ties with good reliability (ie, when repeatedly measuring a given
severity level in a patient, the scores obtained are quite simi-
lar), and that it has good sensitivity to change (ie, if the sever-
ity level of a given patient changes over time, the change is re-
flected by a similar change in the instrument).

The POEM (patient-oriented eczema measure) provides
a disease-specific tool that may complement the dermatology-
specific instrument already available. The Symptoms scale of
the Skindex-29 questionnaire2 inquires about 7 symptoms
(pain, burning/stinging, itch, irritation, hypersensitivity, bleed-
ing, and being bothered by water). Sleep disturbance is also
included in Skindex-29, but in the Social Functioning scale.

It is quite amazing that a tool that measures how much atopic
dermatitis physically affects patients was missing for such an
important skin condition. This disregard for patient-centered
measurement may reflect the physician’s self-centered way of

looking at a patient that emphasizes physical signs and disre-
gards feelings. This inattention to patient feelings is also de-
monstrable in psoriasis3: the main dermatology textbooks de-
scribe pruritus in psoriasis only in passing and rarely mention
other symptoms.3 Such an attitude has negative consequences,
not only for the patient’s well-being but also for the patient-
physician relationship, and ultimately for the physician’s role.
It may affect patient satisfaction, adherence to treatment, and
the patient’s return to the same clinical center or office for fol-
low-up visits.

Instruments such as the POEM and the Skindex-29 Symp-
toms scale will certainly be useful in controlled clinical trials,
providing a much more comprehensive depiction of the ef-
fects of treatment. However, I really wish that these simple,
single-page instruments would be used in everyday clinical
practice—in reference centers and in private offices—to evalu-
ate a patient’s status and to monitor it over time. Patients could
fill out the questionnaires in the waiting room. Then, to score
such questionnaires (ie, to obtain a valid, repeatable quanti-
fication of a patient’s severity) one need only add up 7 fig-
ures that range from 0 to 4 each. This could be done when
the patient enters the office or while the patient undresses.
Scoring could be managed by nurses or secretaries, but it
sounds so easy, even a doctor could do it!

Damiano Abeni, MD, MPH
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